Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SF.

| Partl | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024

A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

B This return/report is B the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: B Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ........................ » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
VOLTZ OBGYN LLC 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2024
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 87-4834449
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
VOLTZ OBGYN LLC C Sponsor’s telephone number

337-261-5433

2d Business code (see instructions)

715 COOLIDGE STREET
LAFAYETTE, LA 70503 621111

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 10
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 12
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 0
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 9
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 10
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 12
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 07/17/2025 JOHN VOLTZ
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes D No
@ Yes D No

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 0 61293
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 0 61293

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 6461
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 52948
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 2266
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 61675
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 382
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 382
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 61293
j Transfers to (from) the plan (see instructions) 8j 0
Part IV | Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2F 2G 2J 2K 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 10000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703936A,




Form 5500-SF Short Form Annual Return/Report of Small Employee @MBNOS@SS&EE
Dephniment of the Treasury Beneﬁt Pian
! R
einal Revenue Service This form is reqmred 1o be filed undér sections 104 and 4085 of the’ Employes Retiremerit 2024
~ Depattment of Labor ) Income Security Act of 1974 {ERISAY, dnd sections B057(h) and: B058(a) of he internal .
Emipidyee Benefils Securty Adnvinistrtisn Revenue Code (the Code), This Form is Open to
Pénaibn Bemele Gl Coroaation. _ _ . Pubiic Inspection
.ens.rqn gneft Giaranty Cofpaition » Complete alt eiitries in accordance with the Instructions to the Form 5500-SF.
| Partl | Annual Report Identification Information.
For calendar plan. year 2024 or fiscal plan year beginning 0L/01/2024 and-ending 12/31/2024
A Thig returh/repart is for: @ a single-employer plan Da multiple-employer plan {(nat ruliemployer) (Pensioi Plan filerschecking this-box

£’ If lhis is-a retroactively. adopted plan permitted by SECURE Act sect!cn 201, check here..

‘mustattach Schedule MEP. Other plans-must aitach a/list-of participating employer
information in.accordance with the-form instructions. }

B This return/report is lh__e'-ﬂrsf returnireport D_._ihe.-ﬁnai return/report
D an amedded retumfreport D_a short plan year returnireport (igss than. 12 manths)
C Check box if fifing under: Form 5558 D automatic extension D DFVC program

D special extension (énter description)

D i the ptan Is a.collectively- bargamed plan, check here:

Part il | Basic Plan Information—enter.all requested information

1a Name of plan _ 1b Three-digit pian number
Voltz OBGYN LLC 401 (k) Plan PNy > 001
1c Effective date-of pfan
01/01/2024
2a. Plan sponsor’s name (smployer, if for a singlé-smployer pian)’ 2h Employer |dentification Number {EiN}
Mailing address {include room, apt., suite no, and street, or P.Q. Box) 87<4834449
City or town, stale oF province., country, and ZIP or foreign postal code (if foreign; see instructions). P ” B o
Voltz OBGYN LIC € Sponsor'stelephone number

337-261-5433

715 Coolidge Street 2d Business code (seeinstrictions)

Lafayette LA 70503 621111

" 3a. Plait administrator's name and address @ Same as Plan.Sponsor. 3b Adminisirator's EIN

3c Administtors telephone rumber

4 i the narne andfor E{N of the plan sponisor or the planname has changed since the last reluri/report | 4b EIN
filed for this plan, enler the plan sponsor's natne, EIN. the-plan name and ihe.plan number from the

laét réturivreport. 4d PN
2 Sponsor's name
¢ Plan Name

Ba Total niribier of panticipants at e beginfing of 1NE_ PIAN YA co......cw.iveevessess e ressesasssss e sssssos s arpoeesns Sa 10

b To{al humber of participanis at the end.of the plan year.., TRV SN 5b iz
€{1) Number of participants with. account balances as of the begmnmg of lhe plan year (only defned 5c(1)

contribution plans coniplefe this:item)... o 0

¢(2) Number of participants with account. baiances as of. the end of the plan year (oniy def!ned 5¢(2) .

contribution plans ccmpleie this. |lem) ' 5

di{1) Total number of active participants at the beginning Of the PlaR YEAP. oot s et 5d(1) 10

{2} Total mimtier of active participants al the end of thé plan year... SR 5d(2) 12

e Number of participants who terminated: emptoymen! during.the p!an year W|th accrued henefts that 5e 0

were less than 100% vested.. :

Caution: A penalty for the lats or Incomplete ﬁling ofthls return!report wﬁl be assessed un!ess reasonab!e cause is establishad.

Under penalties of perjury and. other pepatties set forth in the Tnskructions; | dedlare that | have examined this return/freport, including, 1 applicabls, a Schedule

SB or Schedule’ME compl 1 and. signed by anh. enroiled aciuary, as well as-the electronic. version of this returnfreport, and o fhe best-of my knowledge and
balief, it is frue, corrat, At c leter? o2,
SIGN /e D~ 7. 2c |gonn voltz

Signatur pian adminkstrator Date- Enter name of individual signing as-plan adminisiralor

7

SIGN 7
HERE ) T . )

Signature.of employer/pian sponsor Date Enter.name of individua! signing -as employer or-plan spensor
For. Paperwork Raduction Act Notice, $ea the Instructions for Form 5500-5F. Form S500-SF (2024}

¥, 240311




Formi 5500-SF {2024) Page 2

Were all of lhe plan's assets during the plan year invesied in eligible assels? (See INSUUCHIONSE Y. .o triti et et e e s srianarioni i E] Yes D No
Are'you claiming a waiver of the annual examination and’ réport of an- independent quahfed publ:c acccuntant {IQPA) ) )
under. 29 GFR-2520.104-467 {See instructions onwajver ehglbmty -and condltlons }... et e tinten et e e @ Yes D ‘No

If you aniswered “No” to either line Ba or iine Bb, the pian cannot use Form 5500 SF‘ and must instead use Form ‘5500,
if the piari is a defined benefit plan. is it covered under.the PRGC insurance. program (s_ee ERISA sectl_on 4921)_’? [f Yes DNO D Mot determined
If “Yes" is checked, enter the My PAA confirmation number from the PBGC prémium filing for this pfan year . {See instructions.)-

{ Part lIl | Financial Information

7 Plan Assets-and Liabilities’ : {a} Beginning of Year {bj End of ¥Y&ar
A TOtal BIAN ASSEIS ... oottt eee g saens 7a 0 61,293
B Total Plan REDMHES . v e cceceseavstee e iirgscvi e eensansn e fhabnesceana sns b 0 0
€ Net plan assets (sub!ract ifne 7b Trom line L3 OO P 7c Y 61,293
8  Income, Expensés, and Tranafers far this Plan Year {a) Amount {b} Totat
‘& ‘Contributions received of receivable from: B
(1] EMPIOYETS o.covesveeensesressesrconessmsesssszessssespensessprmmemsenrannnce_ | 880 6,461
(2] PATCIBANE . eoeeveee e aesereceenen e et sessmsenacmeniresenee | B2 52,948
{3) Others {including mi[o\rer.s').‘ . 8a(3): 0] .
b Other incomé {loss). . erirmean e s &b. 2,266 _
€ Total income (add lines Ea(ﬂ 8a(). 8a{3), and Bb} Be o '6..'11'67'5._
tl Benefite paid {mcludmg direct mIlovers snd insurance premmms ' A S
o provide Benefits).. ... ..ot eniesie | B 0
& Ceriain deemed and/or corrective distributions (see instructions), de ol
f Administrative service providers (salaries, fees, commissions)..... Bf 382
G Other edpRASES . e e e 8g of = L . R
h Totat expenses {adrj dines 8d. &e; &, and- Bg) 8h. ' 382
i Netincome {loss) {sublract line 8h-from line Bc),.___ B C 61,293
J Transfers'to {romYthe plan (seg instructions) ... 8 0 o

Part IV | Plan-Characteristics

9a

If the plan provides pension henefits, enter the applicable pension feature codés from the List of Plan Characteristic Codes in-the instructions:
2F 2G 2J 2K 2T 3D

1f the plan provides welfare beneéfits, entet the applicable welfare feature codes from the Listof P!an'Charac_te_risfi:c-'Co_d_es in the instructions:

‘ PartV | Compliarice Questions

10 During the plan year: Yes | No- Amount:
a8 Wias there a failire lo transmit to'the plan any participant cohtributions. within the time period
described in 26 CFR 2510, 3-10272.Continue fo answer “Yes" for-any. prior year failures until fully _
sorrected, (See inslructiéns and DOL's Voluntary Fiduciaty Carrection Progeam)......o...ceeece.c.c 10a %
b Were there-any ﬂonexempt {ransaclions WJth any paﬂy in-initerest? (Da not include transactions _
TEPOMET. O 8 108t ecwerenne e pasnt e cngeee et dise b et nrpie i araras ensne s sriinsnresvraneeerisii oo | 100 X )
C_ Was the plan covered by.a fidelity bond?.. foe | X 16,000
d Did lhe plan have-a'loss, whether or not reimbursed by the plan's fdelaly kond, lhat iwas calused _ ¥
by fraud or dishonesty? ... e eteee e g rs e e eemes e e ne et e hesrei et san eedbeain s fnneirnneses eniiacives | 10 :
€ Ware any fees or commiissions pa:d 1o any bmkers agents or olher persons by an insurance
cartier, insurance service, or ather ergamzatlon that provndes some orall of the benems under
the plan? {See instructions, J... SO O P OUU PP PR ST USROS FO It POt SPPUTCOROPPPRTOR s 11 -
f Hasihe plan faited to prowde any benefrtwhen due thderthe plan? s o retrrasiea 10f
g Did the plan have any participant loans? {if “Yes," enter amount as.of year-aid.} ..o, 10g X
h- Ifthis is an individual account pian was there a blackout penod’? (See mstructtons and 29 CFR
DE201013) oot oottt e st e oot s srsni i csonee | 10 X
i ¥10h was answered “Yes,” check the box |fyou either pmwded the’ required notice or dne of the.

ecaplions to providing the hoticé applied inder29-CFR .2520.101-3.. [ OROUOIN I 1 |1




Forem 5500-5F (2024} Page 3- | |

| Part VJ Pension Funding Compliance.

11 s this-a defined benefit plan subject to minimun funding réquirements? {If "Yes," see instritctions and.compléte Schedule 88
(Form 5500} and Bines 113 arid b-below. ). If this is & defined contrbution penszcm p!an leave iine 11 brank.and oompiete line 12 D Yeas D Mo
DI BEOMW. 11 e ettt et se i i o) s s cn s srra sy ar asada s eemems nararsbansss s saa Hra e rasera s adnsaun bt as et acm sssemes serscErsSutrcretiecrras . C=

d Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) fine 40-..

b PBGC missed contribution repeorting requirements, i the plan is govared by PBGC and the.amount repotted on line 11a'is' greater than $0, has PBGC
been holified as required by ERISA sections 4043(c){5} andfor 303(1()(4)'? Check the applicable box:

D Yes.

D No. Reporling was walved uhder 29 CFR 4043.25{c){2) because donfributions equal to or exceeding the unpaid minimum reguired coninbulion
werermade by the 30th day after the due date.
D Ng. The 30-day period referenced in 28 CFR 4043,25(c)2) has not yet ended, and the sponsar intends to make & cantrlbution equal to of
- exceeding the unpaid minimum required contribution by the:30th.day afler the due date,
D No, Other. Provide explanalion

12  Isthis-a defined contriblition plan subject1o the minimum funding reguirements of sectioh.412 of the Code or section 302 of
ERISAY
(it "Yes," cormplete line
line 12 blank and complete fine 11 above.

2d: aind 176 below, as appiicable.) If this is & defined benefit pension plan, leave [] ves M o

@ if a waiver of the minimum fund:ng standard for a prior year is bemg amortized in this ptan year see instructioris, and enter the date of the fetier nufing”

dranting the walver. ...Maonth Day Year
If yeu completed line. 1Za complete Imes 3,9, and 10 of Schedufe MB [Form 5500], and sklp tn l|ne 43.
b Enlef the mirimur required contribution for this plan year .. U U [ 1. .
C Enter the amount contributed by the employer to the plan for this p]an N r | GO SRR USROS [ '+
d Shbtract the amount in line 12¢.ffom the-amotntin line 12b. Enter the result {enter a mmus sign to the Ieft ofa i2d
r‘legatwa amount} . . e . v

g Wil the minimum fundin_g'amomit reported on ling 12d be met By the funding deddling? ..o D Yes B: No D NIA,

Part VIl | Plan Terminations and Transfers of Assets

13a Has.a resalution to lerminate the plan been adopted I @0Y PIAR YBAFT ... .cnteierieae i resbssnsi st snensssesne e 1ines o

[] Yes [¥ no
a If *ves,"anter ihie amount-of any plan dssets that raverted-to the emplayar this year... revvrrernenienennnsissseeneencns ) 1 O@

B Were all the plan assefs distributed’ tc partacnpants or benef‘ leiaries, transferred fo ancther plan or brought under the D Yes E Mo:
control of the PBGET, . PV it S P PPN .

€ If,during his plan year, any agsets cr liabililies were transferred fromy this p!an to another plan[s} idenlify the plan{s} to
which assets or liahililiss were trapsfercad. (See ihstruclions.)

13g(1) Name of plan{s): ' 13c{2) EIN{s) _ 13c(3) PN{s}

| Part VIIl | IRS Compliance Questions:

142 Dues the plan satisfy the coverage and nondiscrimination tests oF Cude sections 410(k) and 401(a){4) by cambining this.plan with.any other plans undet
the permmswe agqfegahon tules? f] ves [ No

14b if this is.a Code section 401(k} plan, chesck all boxes that-apply to indicale how the plar is intended to satisfy the nondiscrimination requirements far
employee deferrais-and employer matching confributions {as appllcabie} under Code sections 401 (k){S} anid 401 {m32y..

Design-based safe harbor method
G “Prior year” ADP test
D “Current year” 'ADP ‘test:

] nia

15 ifthe plansponsor is an adopter of a pre-approved plan thal received afavorable )RS Opinion Letter, enter the date of the Opinioh Letter, 06/39/2020
(MM/DDAYYYY) and the Opinion Lelter serial number Q70393 6a




